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The Boston Public Health Commission’s Center for Health Equity and Social Justice provides grant
funding, training, and technical assistance to 15 organizations and coalitions across New England
to develop, implement, and evaluate community-based policy and systems change strategies that
address social determinants of health and reduce racial and ethnic health inequities. This article
describes Boston Public Health Commission’s health equity framework, theory of change regarding
the elimination of racial and ethnic health inequities, and current grantmaking model. To conclude,
the authors evaluate the grant model and offer lessons learned from providing multiyear regional
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Excellence in the Elimination of Disparities
to leverage both city and federal resources
to support a regional grantmaking model
to promote health equity. This approach is
imbedded in the Center’s health equity frame-
work, which includes 1) an understanding of
how racism shapes the social determinants
of health and 2) strategies that reflect the so-
cial ecological model. The Center currently
provides grants to 15 community-based orga-
nizations, institutions, and community coali-
tions in Massachusetts, Connecticut, and New
Hampshire, to implement community-driven
policy and systems change strategies that
address a variety of social determinants of
health. It is through this grantmaking model
that the Center hopes to support community-
led, comprehensive, and sustainable changes
to eliminate racial and ethnic health inequities
in communities across New England.

BACKGROUND

The 6 New England states (Maine,
Massachusetts, Vermont, Connecticut, Rhode
Island, and New Hampshire) are home to an
estimated 14.4 million people, 70% of whom
live in Massachusetts or Connecticut.1 Con-
necticut and New Hampshire have seen signif-
icant population growth and increasing racial

Table 1. Socioeconomic Disparities by Race in New Englanda,b

Boston Massachusetts Connecticut

White Black Hispanic White Black Hispanic White Black Hispanic

Poverty 14 25 30 8 20.5 28.7 6.3 18.1 23.1
(1.8) (2.1) (2.6) (3.6) (2.9) (3.7)

Education level
BA or higher 52.6 17 15.5 38.7 21.7 15.7 36.7 18 14.5

(0.3) (0.3) (0.6) (0.4) (0.5) (0.4)
High school/ 32.5 32.5 68 37.7 49.5 65.3 38.5 53.2 64.1

GED or lower (1.8) (1.2) (1.3) (1.7) (1.4) (1.7)
Unemployment 5 11.2 10.3 4.7 12.8 10.4 5.2 12.2 10.4

(2.2) (2.1) (2.5) (2.2) (2.3) (2.0)

aFrom US Census Bureau.3
bValues represent rate, % (relative risk).

diversity in recent decades. The largest cities
in these states, Boston, Hartford, Bridgeport,
and New Haven, have populations with more
than 50% identifying as people of color.2-4

Despite their geographic and demographic
differences, racial and ethnic disparities in so-
cial and economic conditions exist in simi-
lar proportions across the region. Differences
in poverty rates, income, educational attain-
ment, and employment can be seen between
racial groups in the region.3-6 Examples of
black, white, and Hispanic socioeconomic in-
dicators in Boston, Massachusetts, and Con-
necticut are illustrated in Table 1.

In addition to social and economic dis-
parities, health outcomes across the region
also differ by race, with black and Hispanic
residents often experiencing poorer health
than their white counterparts. These data
consistently show differences between racial
groups across a number of health indicators
in Connecticut, Massachusetts, and Boston,
as shown in Table 2. For many diseases and
causes of mortality, black residents have at
least 1.5 to 2 times the risk compared with
white residents.4,7,8 Hispanic residents in the
region have lower risk of mortality overall and
a lower risk of death from cancer and car-
diovascular conditions, such as heart disease
and stroke. However, Hispanics have much

Copyright © 2011 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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higher rates of diabetes prevalence, dia-
betes hospitalization, asthma hospitalization,
and asthma emergency department visits
than their white counterparts in Boston,
Massachusetts, and Connecticut.4,7,8

It is no coincidence that black and His-
panic residents in the region experience
poorer socioeconomic and health outcomes
than white residents, but it is not inevitable.
Although biology and behavior impact in-
dividuals’ health, they do not account for
the persistent inequities between white and
nonwhite communities.9 Racial and ethnic
health inequities are rooted in the unequal
and unjust distribution of social and eco-
nomic resources and opportunities across
communities.10 Place is a strong predictor of
health outcomes because social, economic,
and environmental resources, opportunities,
and exposures are unevenly distributed by lo-
cation, often following racial and socioeco-
nomic lines.

Through pervasive US social and economic
policies, structural racism has systematically
denied communities of color resources and
opportunities that promote health and socioe-
conomic stability. US history provides exam-
ples of race-based policies that have shaped
the social, geographic, and economic land-
scape. Examples of race-based policies have
included housing discrimination, unfair ur-
ban renewal policies, disinvestment in public
transportation in communities of color, dis-
criminatory zoning practices, and racial profil-
ing and incarceration policies. Between 1934
and 1968, the Federal Housing Administration
practiced “redlining,” which drew red lines
on maps delineating white neighborhoods
from communities of color and used those
distinctions as the basis by which to deny or
limit mortgage financing.11 Redlining success-
fully segregated residential neighborhoods,
which impacted public schools by concen-
trating black students in predominantly black
schools.11 Although public schools were con-
stitutionally desegregated in 1954 through the
decision of Brown versus the Board of Educa-
tion, many schools remain segregated as a re-
sult of other social policies that shape where

people live and how public school districts
are determined and funded.12

Residential segregation and other social and
economic policies, both historical and con-
temporary, influence factors such as income,
education, employment, housing, food ac-
cess, health care access, and environmental
exposures. This concentration of poor socioe-
conomic and health outcomes in communi-
ties of color creates unjust disparities among
racial and ethnic populations. Often referred
to as the “social determinants of health,” these
factors and other features of the physical,
built, and social environments have direct or
indirect impacts on population health.

When mapped, the relationship between
race, social and economic conditions, and
health becomes clearly evident. For example,
92% of Boston’s black residents live in just 7
of the city’s 17 neighborhoods.7 These neigh-
borhoods also have the city’s highest rates of
poverty, foreclosure petitions, incidence of
lead poisoning in children younger than 5,
and heart disease and asthma hospitalizations
(see maps in Figures 1-5).

A SHIFT IN PARADIGM AND PRACTICE

Health disparities that reflect the unjust
distribution of resources, power, and oppor-
tunities are called health inequities. These
inequities are rooted in racism, determined
by social conditions, and require new pub-
lic health approaches to achieve health
equity.13,14 Conventional approaches to elim-
inating health disparities include targeted
public health interventions like increasing
screenings, health education, and disease
management resources in communities of
color. The objective of many traditional
approaches is to increase access to and
the cultural competency of programs and
services aimed at changing health behaviors
and providing health care services. These in-
terventions remain essential to public health
practice, however, given the persistent health
inequities between communities of color
and white communities there is little data
to indicate that these traditional approaches

Copyright © 2011 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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Figure 1. Residences of black population in
Boston. From the annual Health of Boston Re-
port: Boston Public Health Commission. 2000 US
Census.

significantly close the gap at the community
and population levels. Given this lack of
evidence and a growing body of research
demonstrating the strong connections be-
tween social determinants of health and
health outcomes, new approaches to address
health inequities are emerging.15-20

These new approaches focus on chang-
ing social and economic conditions for
communities of color through community
engagement and policy and systems change
work.21,22 In addition, some public health
organizations and local health departments
have begun to participate in cross-sector
collaborations to address social policies and
systems that are not traditionally under the
purview of public health, such as housing,
transportation, community economic devel-
opment, and parks and recreation.21-24 These
new approaches aim to address the root

Figure 2. Asthma hospitalizations of children
younger than 5 years by neighborhood, 2005, 2006,
and 2007 combined. From the annual Health of
Boston Report: Boston Public Health Commission.

causes of inequities to bring about positive,
sustainable change for communities of
color.

The BPHC’s approaches to reduce racial
and ethnic health inequities have evolved over
the past 10 years to adopt a framework that
promotes policy and community-based strate-
gies to address the social determinants of
health and achieve health equity.

History

Between 1999 and 2007, the BPHC was a
part of REACH 2010, a cornerstone of the Cen-
ter for Disease Control and Prevention’s early
initiatives to address racial and ethnic health
disparities. The Boston REACH 2010 Coalition
guided the Commission’s community-driven
efforts to understand and confront social
determinants of health believed to contribute
to excess breast and cervical cancer deaths
among black women. REACH-funded case
managers and health educators helped
women identify and address social con-
ditions that influenced their health and

Copyright © 2011 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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Figure 3. Heart disease hospitalizations by neigh-
borhood, 2005, 2006, and 2007 combined. From
the annual Health of Boston Report: Boston Public
Health Commission.

provided referrals to address patient-
identified social concerns (e.g., transporta-
tion, housing, language barriers, safety,
employment, education, health care access).
Analysis of the data collected at 7 area health
centers showed that case management was
effective in increasing the number of black
women who received baseline breast and
cervical cancer screening, but was not con-
sistently able to ensure that women serially
engaged routine screenings.25 Issues related
to housing, childcare, and health insurance
coverage, while temporarily mitigated for
some individuals engaged in case manage-
ment, reflected larger systems issues and
required a more comprehensive approach.
The project suggested that closing the gap
on a population level would require further
investment in interventions in the outer rungs
of the social ecological model (Figure 6), that

Figure 4. Residences of Boston children with el-
evated blood levels. From the annual Health of
Boston Report: Boston Public Health Commission.

is, creating policy and systems-level change
across the social determinants of health.

In 2005, the Mayor’s Health Disparities
Task Force, a group of leaders from busi-
ness, community coalitions, health centers,
academic institutions, hospitals, and insur-
ance companies, issued a set of detailed rec-
ommendations, making Boston among the
first cities in the United States to establish a
citywide blueprint for addressing racial and
ethnic inequities in health. The Task Force
identified social factors influencing health
such as the environment, housing, poverty,
stress, racism, neighborhood infrastructure,
and residential segregation. Its recommenda-
tions provided opportunities for action for
housing agencies, public safety officials, ed-
ucators, business leaders, health care institu-
tions, elected officials, health insurers, and
others.

The Boston Disparities Project was formed
at the BPHC to help implement the blueprint
and between 2005 and 2007, awarded 54
grants to hospitals, community agencies, and

Copyright © 2011 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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Figure 5. Foreclosure petitions and number of res-
idential properties by neighborhood, 2007. From
the annual Health of Boston Report: Boston Public
Health Commission.

other groups to support education, training,
advocacy, planning, and services focused on
workforce diversity, food access, patient nav-
igation, and violence prevention.26 Grantees
reported a marked increase in their under-
standing of the social determinants of health
and the need for comprehensive strategies;
however, the 12-month grant cycle did not
fully support their advancement of sustainable
policy changes.

The combined efforts of the REACH 2010
Coalition and Disparities Project (which later
became the Office of Health Equity) were rec-
ognized and funded in 2007 as a REACH US
Center of Excellence in the Elimination of
Disparities by the Centers for Disease Con-
trol and Prevention. As a Center of Excel-
lence in the Elimination of Disparities, the
BPHC had a unique opportunity to build on
the lessons from the Office of Health Equity
and the REACH Coalition to develop a uni-
fied health equity agenda. As a joint office,

the work of REACH and the Office of Health
Equity became formally known as the Center
for Health Equity and Social Justice in 2008.

The Center works to support the BPHC’s
vision to eliminate racial and ethnic health
disparities and build health equity through
community, policy, and systems change. The
Commission’s framework focuses on the re-
lationship between social factors and health
outcomes, with an analysis of the unique and
independent role that structural racism plays
on these social factors. In service of the Com-
mission’s priority to work collaboratively with
communities to eliminate health inequity, the
Center provides funding, training, and tech-
nical assistance to communities and organiza-
tions in Boston and Southern New England.
Between 2008 and 2009, the Center has
leveraged federal and local monies to fund
15 grantees for 3-year cycles. The 3-year
grant cycle reflects the lessons learned from
the Disparities Project and the REACH Coali-
tion: long-term systems, policy, and envi-
ronmental change require an investment of
time. This understanding, coupled with a
shift in broader public health discourse, high-
lighted that the social conditions that result
in poorer health outcomes for communities
of color are complex and require compre-
hensive community-driven strategies, not sim-
ply single-focus interventions.27 The current
granting model is designed to support com-
munity and institution-level analysis of health
data and related social determinants, the de-
velopment of a strategic plan, and outcomes
measured by policy, systems, or environmen-
tal change that improve the social conditions
as they relate to the identified inequities in
health. The social ecological model and the
community-based participatory nature of this
approach are simple in theory, yet challenging
to implement.27

DEVELOPING A HEALTH EQUITY
FRAMEWORK

The BPHC aims to achieve racial and ethnic
health equity through community, policy, and
systems change. The Center has developed

Copyright © 2011 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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Figure 6. The social ecological model. From Boston Public Health Commission.

its health equity definitions and strategies
through an analysis of the intersection of
racism, social justice, and community engage-
ment. The following operating principles help
to guide this work: (a) commitment to racial
justice; (b) commitment to social change;
(c) accountability to the community;
(d) integrity in our internal and external
processes; and (e) collaboration and shared
learning.

The National Institutes of Health defines
health disparities as “the differences in the in-
cidence, prevalence, mortality and burden of
diseases and other adverse health conditions
that exist among specific population groups
in the United States.”28 For the BPHC, the
term health disparities implies differences
in health between individuals or population
groups but does not offer an explicit analysis
as to why those differences exist.

Health inequities differ from health dispari-
ties in that they refer to differences in health
outcomes that are not only unnecessary and
avoidable but they are also unfair or unjust.27

Health equity, as widely defined in public
health, is the opportunity for everyone to
“attain their full health potential” and when
“no one is disadvantaged from achieving this
potential because of their social position or
other socially determined circumstance.”29

The Center uses this understanding of health
equity as a key driving factor for all program-
matic and policy strategies.

The BPHC utilizes a framework that high-
lights racism and discrimination as root
causes of inequities in health and that rec-
ognizes comprehensive, multilevel racial jus-
tice strategies as fundamental to achieving
racial and health equity. The Center’s work is
rooted in the understanding that health status

Copyright © 2011 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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Figure 7. Boston Public Health Commission’s health equity framework.

is influenced by environmental conditions, so-
cial relationships, and institutional structures
and that individual choices and behavior are
largely shaped by the resources available in
the places where people live and work. The
Center’s health equity framework (Figure 7)
suggests that racism has an independent influ-
ence on all the social determinants of health
and that racism in and of itself has a harmful
impact on health.

A commitment to antiracism

Significant discourse about racism in
the United States and globally has led the
Commission to an understanding of racism
on multiple levels.13,30,31 The Commission’s
framework is based largely on Dr Camara P.
Jones’ analysis of the levels of racism: internal-
ized, personally-mediated, and institutional.30

A fourth level of racism, structural racism,
refers to a system of social structures that
produces cumulative and well-maintained
inequities.31 Understanding structural racism
requires an analysis of how historical poli-
cies, practices, programs, and institutions
“operate. . .interactively to distribute material

and symbolic advantages and disadvantages
along racial lines.”31 Improving the social
conditions necessary for promoting optimal
health cannot happen without understanding
and undoing racism.

FROM THEORY TO PRACTICE –
GRANTMAKING FOR HEALTH EQUITY

The guiding principles, definitions of health
equity and disparity, tools, and frameworks
outlined earlier collectively represent the ori-
entation of the Center. In addition to these
definitions, tools, and frameworks, the Center
utilizes the social ecological model to translate
its work from theory to practice (Figure 6).
The social ecological model helps to define,
categorize, and organize the Center’s strate-
gies in terms of its spheres of influence and im-
pact across the individual, institutional, com-
munity, public policy, and societal levels. The
Center’s granting model, which is described
in detail later, funds community-based organi-
zations and coalitions, as well as some large in-
stitutions in Boston and across New England.
This grant making work generally falls within
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Table 3. Funding Details

Overview
Number of grantees as of May 2010 15
Amount of funding awarded to grantee

communitiesa
$1 109 925.00

Average 12 mo grant award $24 665.00
Number of states with grantee communities 3 (Massachusetts, New Hampshire, and

Connecticut)

a Does not include $90 000 of supplemental funds awarded to grantees to support strategic planning in the first year of
the award.

two spheres of the model: the community and
the institutional and organizational levels.

Between 2008 and 2012, the Center will
provide funding to more than 15 organiza-
tions and community coalitions in Boston
and throughout New England, totaling
more than $1.1 million. The Center’s grant
funding is intended to support the devel-
opment, implementation, and evaluation of
community-based strategies that address the
social determinants of health and reduce
racial and ethnic health inequities. Funded
organizations include single agencies and
institutions as well as multiagency, cross-
sector community coalitions, each receiving
between $25 000 and $30 000 annually for
3 years (Table 3). In addition to providing
the organizations with funding, the Center
provides education, training, and technical
assistance to grantees. This granting model is
designed to provide coalitions and organiza-
tions with the tools and resources necessary
to work with the community to analyze
health inequities in their communities and
develop policy and systems-level approaches
to reducing the inequities. To foster shared
learning and support, all grantees participate
in the New England Partnership for Health
Equity, a regional learning collaborative main-
tained through regional meetings, conference
calls, and biannual conferences. Although
the specific activities of each grantee vary,
the elements of the Center’s grant model
outlined later reflect the BPHC’s health equity
framework and theory of change.

Selection of grantees

Grantees were selected through a compet-
itive Request for Applications process that as-
sessed their history of working within com-
munities of color, their commitment to the
elimination of health inequities, their capac-
ity to do policy and systems-level change
work, and their capacity to lead in a multiyear
comprehensive plan of action. Eligible orga-
nizations included community-based organi-
zations, educational institutions, community
health centers, hospitals, neighborhood asso-
ciations, faith-based organizations, state, lo-
cal, or county public health departments, and
other nongovernmental agencies in Boston or
in 1 of the 6 New England states.

Funding tracks were established to reflect
some of the priorities of the BPHC. “Food ac-
cess” funding supports efforts that address fac-
tors in the food environment that are the ma-
jor determinants of obesity, chronic disease,
and food insecurity among low-income res-
idents of color. “Workforce diversity” fund-
ing supports efforts to increase opportuni-
ties for youth of color to enter health ca-
reers. Grantees in the third funding track use
community-based participatory approaches
to collect data and identify the social factors
related to the racial inequities seen in their
respective communities (Table 4).

Training and technical assistance

In an effort to support grantees through
a paradigm shift for developing new
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Table 4. Grantee Organizations, Funding Details, Location, and Priority Areas

Grantee Type of Dates of SDoH Area
Name Location Organization Award Cycle of Focus

American Red Cross
of Massachusetts
Bay

Cambridge,
Massachusetts

Nonprofit October 2008 to
September 2011

Education

Bowdoin Street
Health Center

Boston,
Massachusetts

Health care October 2008 to
September 2011

Food access

Central Connecticut
Area Health
Education Center

Hartford,
Connecticut

Nonprofit October 2009 to
September 2012

TBD through
needs and asset
assessment
process

Edward M. Kennedy
Academy for
Health Careers

Boston,
Massachusetts

Public high
school

October 2008 to
September 2011

Education

Henry Lee Willis
Community
Center

Worcester,
Massachusetts

Nonprofit October 2008 to
September 2011

Education

Ledge Light Health
District

Groton,
Connecticut

Local health
department

October 2009 to
September 2012

TBD through
needs and asset
assessment
process

New Hampshire
Minority Health
Coalition

Manchester, New
Hampshire

Nonprofit October 2008 to
September 2011

Public safety

North Central MA
Minority Coalition

Fitchburg,
Massachusetts

Nonprofit October 2008 to
September 2011

Education

Partners for a
Healthier
Community

Springfield,
Massachusetts

Nonprofit October 2008 to
September 2011

Food access

Sociedad Latina Boston,
Massachusetts

Nonprofit October 2008 to
September 2011

Built environment,
Food access

Southern
Connecticut State
University

New Haven,
Connecticut

Public university October 2009 to
September 2012

TBD through
needs and asset
assessment
process

Southern Jamaica
Plain Health
Center

Boston,
Massachusetts

Health care October 2008 to
September 2011

Education,
Employment

The Food Project Boston,
Massachusetts

Nonprofit October 2008 to
September 2011

Food access

The Mattapan Food
and Fitness
Coalition

Boston,
Massachusetts

Nonprofit October 2008 to
September 2011

Built environment,
Food access

Youth and Family
Enrichment

Boston,
Massachusetts

Nonprofit October 2008 to
September 2011

Education

Abbreviations: SDoH, Social determinants of health; TBD, to be determined.
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approaches to eliminating health inequity,
the Center has matched the value of grant
funding with a selection of training and hours
of technical assistance to support grantee
efforts over the 3 years. (Grantee process,
timeline, and technical assistance are illus-
trated in Figure 8.) During year 1, all grantees
receive training from BPHC staff on the
Center’s health equity framework, which in-
cludes an analysis of the effects of racism and
the social determinants of health on health
inequities. This training also demonstrates
how data are collected and analyzed to illus-
trate racial and ethnic health inequities and
related social determinants. In the first year,
grantee teams are required to participate in an
Undoing Racism and Community Organizing
workshop facilitated by the People’s Institute
for Survival and Beyond. The Undoing Racism
workshop provides a historical analysis of
racism and engages participants in discus-
sions about community organizing, leadership
development, internalized oppression and
privilege, and strategies for undoing racism.33

The workshop provides grantees with a
deeper understanding of the historical and
present-day social conditions that shape racial
and ethnic health inequities. Additional train-
ings are offered to grantee teams at each of
the biannual grantee summits. Topics have in-
cluded coalition building, community organiz-
ing, community needs and asset assessments,
policy advocacy, logical models and evalua-
tion, and framing and communicating racial
equity.

Throughout the grant cycle, grantees
receive technical assistance from the Center
and from a team of expert advisors who offer
specific expertise on the basis of the unique
needs of grantees as well as the broader learn-
ing community. Grantees receive regular
calls from Center staff to discuss progress and
address challenges and participate in regular
conference calls with other grantees to pro-
mote shared learning. Center staff also com-
municate with grantees through bimonthly e-
mail updates, funding opportunities, articles,
reports, and other resources. Grantees also
have opportunities to engage with expert fac-

ulty, consultants on contract with the Center,
who offer coaching and support around coali-
tion building, strategic planning, and promo-
tion of antiracist social change. Also, if funding
allows, grantees can apply for supplemental
funds to work with a consultant to develop a
strategic plan, logic model, and/or evaluation
plan for their health equity work. All training
and technical assistance is designed to provide
grantees with practical tools and skill-building
community organizing, developing logic mod-
els, data collection, and policy development.

Developing unique health equity
agendas and strategic plans

A significant process and outcome in the
first year of the grant is a community-led needs
and asset assessment. The assessment process
is different for each grantee; institutions and
agencies conduct an assessment of the needs
and assets of their clients and consumers,
while community coalitions assess the needs
and assets of their target geographic commu-
nities. The goal of the assessment process is
to identify the unique needs and assets of the
community that will drive the policy, system,
or environmental change strategies to be im-
plemented in years 2 and 3 of the grant.

Following the assessment process, all
grantees develop strategic plans to guide their
strategies. Although the formats of the strate-
gic plans vary (e.g., logic models, written re-
ports, presentations), all grantees’ strategic
plans include their inputs, activities, outputs,
objectives, and goals for their health equity
work.

In addition to programmatic and capacity-
building activities, all grantees must include
policy and systems change objectives in
their strategic plans. The policy and systems
change goals of the institutional grantees
most often reflect organizational policy and
practice changes, such as improving pro-
grammatic service delivery and including
more consumer voice and feedback in pro-
gram planning. Community coalitions’ strate-
gic plans often outline community organizing
strategies pertaining to advocating for change
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Figure 8. Grantmaking process and timeline. From Boston Public Health Commission. (Continues)
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Figure 8. (Continued) Grantmaking process and timeline. From Boston Public Health Commission.
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Figure 8. (Continued) Grantmaking process and timeline. From Boston Public Health Commission.
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in 1 or 2 of the social determinants related to
the inequity in health outcomes they previ-
ously assessed.

Implementing local action plans

While year 1 of the grants from the Cen-
ter focuses on assessment and planning, years
2 and 3 of the grant support the implemen-
tation and evaluation of the strategies devel-
oped in year 1. The strategies developed by
the grantees reflect the unique needs and as-
sets of the target populations so the imple-
mentation phase is different for each grantee.
This model of assessment, planning, and im-
plementation in 3 years requires of grantees
a demonstrated understanding of the unique
needs and assets of their community; a clear
policy and/or systems change agenda that is
connected to health inequities in the com-
munity; an established cross-sector leadership
team to guide the work; and a proven ability
to engage community residents.

Despite their varying strategic plans and
actions, the Center collects standard qualita-
tive and quantitative data from each grantee
to evaluate the success of the grant model.
The evaluation of the grantees is 3-fold; the
Center measures the capacity of the grantees,
the grantees’ levels of influence with regard
to the social ecological model, and grantees’
progress in achieving their stated objectives.
A more detailed description of the Center’s
evaluation of the grantees can be found later.
In addition to evaluating grantees’ progress,
the Center also provides technical assistance
and support to grantees to support their own
evaluation efforts.

The challenges and successes of grantees’
implementation of local action plans reflect
a few significant themes. Critical to the suc-
cess or challenges of implementing an action
plan has been the capacity of the grantee or-
ganization to analyze and lead a comprehen-
sive policy or systems change strategy. This
is new work for many organizations, and it
requires time, leadership, and engaged com-
munity partners. These grants require organi-
zations and coalitions, which previously (and

concurrently) engaged in providing services
to address health disparities, to talk about
racism, address issues of power, expand their
stakeholder base, and think upstream with a
social justice lens. Community engagement is
essential to the process; however, challenges
and changes in leadership, the sharing and
shifting of power, and the time that it takes to
shift ideology and practice have posed chal-
lenges for some grantees. Success has been
seen when grantees have used a health equity
frame to leverage other resources and part-
ners in support of their action plans.

The New England partnership for health
equity—An interstate learning
community

A key component of the Center’s grant
model is the coordination of the New
England Partnership for Health Equity (the
Partnership), a learning community for
grantees. The Partnership provides grantees
with opportunities for shared learning and
networking with regional colleagues engaged
in health equity work. The Partnership con-
venes each fall and spring at the New England
Health Equity Summit. Built into each sum-
mit agenda are sessions devoted exclusively
for cross-grantee sharing and networking. In
addition to the summits, the Center plans to
launch a Web site in mid-2010 that will in-
clude tools for virtual dialogue and sharing.
The interstate learning collaborative is also
supported through conference calls and re-
gional meetings.

EVALUATION OF THE GRANTMAKING
MODEL

The Center uses several methods to eval-
uate the granting model. The evaluation of
the grant model has 3 fundamental goals: to
measure the growth of the grantees’ capac-
ity, to assess the grantees’ levels of influence
over time, and to track grantees’ progress
in achieving their own unique objectives for
their health equity work. Qualitative measures
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Table 5. Select Evaluation Measures From CHESJ Grantees in Years 1 to 2a

Capacity building
Number of new Leadership Team members engaged since receiving the grant 48
Percentage of grantees reporting new efforts underway in their agency/leadership

team since receiving this grant to address the SDoH and build health equity
100%

Number of grantees reporting that implementation of their strategic plan is under way 8
Number of grantees reporting securing additional funding to support health equity

efforts
6

Number of grantees who report participating in other antiracism activities since
participation in the Undoing Racism Workshop

7

Abbreviations: CHESJ, Center for Health Equity and Social Justice; SDoH, Social determinants of health.
aNote that findings include only 12 grantees funded in October 2008. The 3 grantees excluded from this analysis were
funded in October 2009, so only baseline data existed at the time of this report.

capture the capacity of the grantees over time
and the effect of the training and technical as-
sistance model on grantees (Table 5).

The 3-year grant cycle is divided into 4
key phases with benchmarks at each phase
to capture how the grantee is advancing
change. The benchmarks reflect the Center’s
theory of change related to the development
of sustainable health equity work. The goal is
for all grantees to achieve all of the phase 4
benchmarks by the end of the grant. Second,
the Center measures grantees’ levels of influ-
ence with the rungs of the social ecological
model. Grantee efforts in place at the begin-
ning of the grant are measured against those
initiated later in the grant cycle, with the
hope that there will be movement toward the
outer rungs of the social ecological model (ie,
policy, environmental, and systems change).
Finally, the grantees’ progress toward meet-
ing their own reported objectives is tracked.
As described earlier, all grantees are required
to submit strategic plans at the end of year 1
of the grant, outlining their goals, objectives,
activities, inputs, and outputs for years 2
and 3. The objectives stated in the strategic
plans must be SMART (specific, measurable,
attainable, relevant, and time-oriented). At
several points throughout years 2 and 3 of
the grant, the grantees are required to report
their progress on their objectives so progress
can be measured over time.

To evaluate the success of the grant model,
standard qualitative and quantitative data are
collected from each grantee at several points
throughout the grant cycle. Grantees’ initial
grant applications and annual reapplications
for funding are used as data sources. The
strategic plans and logic models submitted at
the end of year 1 serve as both an end of
year report and a baseline for years 2 and 3 of
the grant. Grantees also complete annual Part-
nership Assessment Tools, which are surveys
that capture both qualitative and quantitative
information about the grantees’ capacity, ac-
tivities, progress, successes, and challenges.
Finally, information gathered through one-on-
one calls, e-mails, and meetings with grantees
is also used in evaluating the Center’s grant-
ing model. A limitation of the model is the
limited resources for grantees to develop an
expansive evaluation of their efforts and the
impact on policy, systems, and environmen-
tal change. Moreover, there is no longitudinal
data collection or evaluation to support the
correlation of their social change strategies
with marked improvements in the health of
the community or in closing the racial gap in
health outcomes.

DISCUSSION

In the initial 18 months of the first 3-year
grant cycle, most of the available evaluation
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Table 6. Examples of Grantee-Led Policy and Systems Change

Policy and systems change
Changing zoning

policy
In support of work on tobacco-control, Sociedad Latina supported a

campaign to change the enforcement of storefront advertising zoning
code. The amendment, passed successfully by the City Council in July
2009, was the result of multiple years worth of work conducting
citywide evaluations, presenting results to the Council and
Inspectional Service Department and working with Councilor Mike
Ross. Sociedad Latina’s Health Educators supported this work by
extending the focus beyond simply tobacco advertising to also draw
attention to the high incidence of junk food and sugar-sweetened
beverage advertising. By using the results of the evaluations, the
Youth Leaders drew connections between higher rates of junk food
advertising and high incidences of diabetes and obesity, and noted
that neighborhoods with higher rates also had larger populations of
low income and minority residents.

Expanding AP
curricula

The Edward M. Kennedy Academy for Health Careers has been able to
grow their calculus program and, as a result, their Advanced
Placement program. In 2009 they offered AP Calculus for the first
time. The school has submitted a proposal to Boston Public Schools
to expand their AP course offerings for next year outside of the 3
courses they currently offer (AP Calculus, AP Biology, and AP English).

New data collection
regulations

The New Hampshire Minority Health Coalition successfully advocated
for new regulations in the state of New Hampshire that require the
collection of standardized race, ethnicity, and language data within 2
key public health datasets: Uniform Hospital Discharge Data and All
Payer Claims Data. The regulation will allow public health advocates
and public officials to analyze data to better understand and report
health inequities. The regulation also works to improve the quality of
care for all of the state’s patient populations.

Abbreviation: AP, Advanced Placement.

results reflect changes in organizational capac-
ity, and not specific progress toward policy,
systems, or environmental objectives, as these
outcomes take longer to initiate and measure.
By the end of year 2, there will be more data
collected on the progress and levels of influ-
ence in which these grantee communities are
taking action. Examples of select strategies
and outcomes to date are discussed later and
presented in Tables 6 and 7.

In Jamaica Plain, a Boston neighborhood,
the youth of the JP Youth Health Equity Col-
laborative have identified youth employment
as a social determinant that disparately shapes
the health of youth (and ultimately adults) of

color. They have identified that unemploy-
ment or underemployment can lead to in-
creased illness, including sexually transmitted
infections, malnutrition, stress, depression, in-
creased substance abuse, and lack of or lim-
ited access to health care and disability insur-
ance. Their strategies to improve the health
of the community are rooted in community
organizing and policy change to ensure that
there is adequate funding to support youth
jobs and that local employers are creating op-
portunities for the youth of color who live
in that community to earn income as well as
valuable skills. In 2010, they marched to the
Massachusetts State House as a part of a youth
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Table 7. Select Examples of Outcomes in Grantee Communities

Outcomes to date: Highlights from communities
Meeting demand and

supporting the farmers’
market economy

• SNAP benefits were used a total of 1442 times during the 2009
season to purchase food from Boston farmers’ market

• SNAP and matching Bounty Bucks sales totaled $1310 in 2008,
rising considerably to $20 093.77 in 2009.

Increased consumption of
fresh fruits and vegetables

• Eighty-seven percent of surveyed SNAP customers reported
consuming more fresh produce because of the BBB program.

• Eighty-four percent of surveyed SNAP customers said that BBB
was a very important or important factor in facilitating their
purchases of fresh fruits and vegetables.

• Of the respondents who said Bounty Bucks increased their
produce consumption, 87% said they would continue to
consume more produce even without the assistance of Bounty
Bucks.

Abbreviations: BBB, Boston bounty bucks; SNAP, supplemental nutrition assistance program.

rally for state funding for jobs. They challenge
the dominant frame of youth employment as
violence prevention and reframe the issue as
a civil rights and economic issue. They are
strategizing to create a campaign for social
norm change, where the connection between
racism, social injustice, and health is widely
understood and individuals across the com-
munity know the steps to make change for
health equity.

In the Mason Square neighborhood of
Springfield, Massachusetts, data show that
rates of food insecurity and hunger are higher
than the national average. During the first
year of the Center’s grant, a resident-led task
force completed an assessment of the food
environment and found that residents, par-
ticularly those without transportation, do not
have year-round access to quality and afford-
able food, making this neighborhood a “food
desert.” In response, they are developing a
plan to extend the seasonal farmer’s market
to a year-round market and bring a full line
grocery store to the neighborhood.

In total, 5 grantees are working on chang-
ing the food environment as an approach to
address racial inequities in nutrition-related
health outcomes. Another set of grantees is
working to increase the number of youth

of color who enter the health care work-
force (eg, nursing, medicine, dentistry, al-
lied health care professions) through the cre-
ation of programs for Boston Public School
high school students or recent graduates of
Boston Public School. Other grantees are
also exploring the intersection of education
and health and are developing strategies to
work with public school leadership and par-
ents to address disparate high school dropout
rates. By increasing education and employ-
ment opportunities, these grantees are creat-
ing pathways out of poverty, increasing earn-
ing potential for youth, and building social
capital.

These innovative public health strategies
reflect a shift in practice for most of these
grantee organizations and coalitions who have
historically focused on health care, health ed-
ucation, or behavior change. Sustainable pol-
icy, system, and environmental approaches do
more than attempt to change individual un-
healthy behaviors. These approaches aim to
give people access to resources that will help
them obtain an equal footing and ultimately
eliminate social structures that reduce oppor-
tunities for people of color.

Evaluating the grant model presents a num-
ber of challenges. While changes in related
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health outcomes are difficult to capture in
3 years, there is strong evidence that sug-
gests correlations between social factors and
health outcomes. This granting model was de-
signed to support institutional, systemic, and
policy-level changes that should, in time, re-
sult in marked improvements in social condi-
tions that influence community health. The
Center has the responsibility of identifying
benchmarks for health equity that demon-
strate progress toward improved health
outcomes.

CONCLUSION

By implementing this multiyear compre-
hensive grantee model, the Center aims to
provide the time, training, and technical assis-
tance required to support grantees through
the development and implementation of a
policy agenda to promote health equity. For
many, a move to address racism and the social
determinants of health requires a new under-
standing of public health and a reassessment
of traditional health improvement strategies.
It has become clear that a 12-month plan-
ning period is imperative to allow commu-
nities to collect and assess their data, analyze
stakeholders and assets, and develop a plan
through which they will address a social deter-
minant of health through systems, policy, or
environmental change as a means to address-

ing a specific health inequity. This first grant
year is also a critical time for coalitions and
organizations to adjust to new ways of think-
ing and engaging new partners. This model
requires resources to support a multiyear pro-
cess, including intensive technical assistance
from the funding agency.

Central to supporting a granting model
such as this is developing a shared definition
and understanding of environmental, systems,
and policy change as they relate to public
health. Grantees are expected to develop
long-term visions for how their communities
will look (physically, environmentally, and
in terms of health outcomes) if they are
successful. Having a long-term vision for
health equity requires each community to
consider how to sustain the work beyond the
3-year grant cycle.

The Center is hopeful that by providing
the support to shift community approaches to
health promotion, new strategies will emerge
that contribute to the evidence base of how
social justice can improve public health. In
years to come, the Center expects to further
develop this model through which a health de-
partment supports local efforts to shift public
health discourse and practice to include an eq-
uity lens. The leadership and staff at the BPHC
are committed to, and excited by, further ex-
ploration of the role of a local health depart-
ment in the intersection of public health and
social and racial justice.
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